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Introduction
Renal artery aneurysms are rare and pose a difficult
management problem. We describe a case of success-
ful exclusion of a renal artery aneurysm using coil
embolisation techniques.
Case Report
A 68-year-old female was admitted under the general
surgery service with abdominal pain and vomiting. The
past medical history was remarkable only for hyperten-
sion. A plain film of the abdomen demonstrated an
abnormal area of calcification in the left upper quadrant.
An abdominal ultrasound and CT revealed a left renal
artery aneurysm (RAA). Following discussion of the
implications of this diagnosis with the patient, we
proceeded to angiography. This demonstrated a 2.5 cm
calcified saccular segmental artery aneurysm, arising
just beyond the divisional bifurcation of the main left
renalartery. (Fig. 1).Her renal function testswerenormal
and a radio-isotope renogram demonstrated equal
function in both kidneys.
The patient was treated by undergoing coil embolisa-
tion of the aneurysm using 0.035 Nester Platinum Coils
(Cook Inc. Bloomington, Indiana, USA). Postoperative
recovery was unremarkable and she was discharged
home after 4 days. A repeat isotope renogram 2 months
post embolization again demonstrated equal function in
both kidneys, and both blood pressure and renal profile
were within normal limits. At 1 year follow-up the
patients’ blood pressure and serum creatinine were
within normal limits and an angiogram confirmed
persistent satisfactory exclusion of the aneurysm with
minimal sacrifice of adjacent parenchyma (Fig. 2).
Discussion
Renal artery aneurysms are rare, being present in
0.01–0.09% of autopsy specimens.1,2 Aneurysms of the
segmental vessels predominate, with just 20% affect-
ing the main renal artery itself. The majority 79% of
aneurysms are saccular in nature3 and such lesions are
almost invariably found at the renal artery bifur-
cation,4 as was the case in our patient.
Rupture of renal artery aneurysms in men or non-
pregnant women carries an approximate 10% mor-
tality rate.5 The majority of ruptures occur in pregnant
women, with an associated 56% maternal mortality
rate and 78% foetal mortality rate.6 Traditionally,
repair of RAA has been recommended for asympto-
matic aneurysms greater than 2 cm in diameter.7
The first issue in this patient’s management was
whether intervention was required. Martin and
colleagues maintain that the main indications for
treatment of RAA should be either in the management
of hypertension or else to prevent rupture in women at
risk of becoming pregnant.2 In their 35 year series of
252 aneurysms in 168 patients, Henke and colleagues3
managed 47 patients with aneurysm diameters less
than 1.3 cm conservatively and had no delayed
ruptures at 91 months. Our patient had an aneurysm
with a diameter of almost twice this, and when
informed of the 10% mortality risk associated with
rupture, opted to have the lesion treated.
The next issue concerned the preferred treatment
method. Several approaches have been employed in the
management of this condition. Repair has been
described using open surgical techniques such as
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aneurysmectomy with renal artery bypass2 or auto-
transplantation of the affected kidney.8 Minimally
invasive methods, if successful, are preferable and
include laparoscopy,9 stent-grafting10,11 or embolisa-
tion.12 In this case the aneurysm was considered to be
unsuitable for covered exclusion stenting because of its
location, but suitable for coil embolisation. Such
techniques to exclude the aneurysm from the circulation
have been described before,12 even in instances where
the aneurysmhas ruptured inpregnancy.13An improve-
ment in previously abnormal renal function tests has
been reported with coil embolisation.14 Such patients
require long-term follow-up to ensure that reperfusion
of the aneurysm sac does not occur. Early reperfusion
may not be detected with non-invasive imaging
techniques such as duplex ultrasound, angiography
being more sensitive. In this instance follow up
angiography at one year confirmed a satisfactory
exclusion of the aneurysm with no evidence of
reperfusion.
In summary, we report the successful endovascular
management of a large renal artery aneurysm using
coil embolisation techniques.
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Fig. 1. Left renal angiogram demonstrating aneurysm
(indicated by arrow).
Fig. 2. Post-embolisation angiogram at 12 months. Arrow
indicates position of aneurysm.
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